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Volume 51, Number 2 Ricotta 315follow-up. After observing a single stent migration in this
study, we now routinely “flare” the aortic ostium of the stent
with an oversized balloon. In addition, assessment of the
length of a right renal lesion as assessed on perioperative CTA
is important. Deploying stents in circumstances in which the
distal renal artery is not anatomically normal (ie, the entire
lesion cannot be stent covered) would appear to be ill advised.
The overall rate of postoperative renal failure requiring hemo-
dialysis in this cohort is in the range of a previously reported
publication19 (2.9% and 2.7%, respectively).
The ease of deploying a stent in the right renal artery as
opposed to bypass or endarterectomy indicates to us that
widespread adoption of this technique in complex aortic
surgery is appropriate. The placement of a balloon expand-
able stent ensures that the suture line will not impinge the
right renal artery orifice and/or corrects orificial stenosis
more expeditiously when compared to endarterectomy.
The study’s limitations include its retrospective nature
and lack of complete follow-up imaging information; fur-
thermore, subtle degrees of in-stent restenosis could be
missed by our principle follow-up study, CTA imaging.
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Management of right renal artery reconstruction during com-
plex aortic aneurysm repair, particularly through a flank or thora-
cial endarterectomy for stenotic lesions as well as incorporation of
the right renal artery into the suture line as a button, most
commonly in conjunction with the superior mesenteric and celiac
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(BESs) in the visceral arteries during open thoracoabdominal
aneurysm repair was first described in 2004 by Lemaire et al,1 who
reported 93 patients. In that study, however, only 9% of the
patients had postoperative imaging. In the current study, Patel et al
describe their technique and midterm results in 67 patients who
underwent BES placement into the right renal artery during open
repair of thoracoabdominal, suprarenal, and juxtarenal aortic an-
eurysms.
I congratulate the authors for “thinking outside of the box” by
using this creative technique in an attempt to further improve
outcomes in this challenging group of patients. With this article,
the group from the Massachusetts General Hospital makes yet
another important contribution to the technique of open surgical
repair of complex aortic aneurysms, once again emphasizing the
need for continued outcomes assessment and improvement in
surgical technique. Although the results presented in this study are
to be applauded, with 4.4% perioperative mortality, 2.9% paraple-
gia, and 2.9% permanent renal failure rates, this study has some
limitations that deserve further scrutiny.
The fundamental questions that remain to be answered are
whether this new technique of placing BESs into the right renal
artery at the time of open aortic reconstruction improves outcomes
in terms of renal dysfunction compared with the previously re-
ported techniques of renal artery endarterectomy and patch inclu-
sion,2,3 and what subgroup of patients would benefit most from
this new technique. It would be interesting to compare the out-
comes of the 67 patients in this study with outcomes of matched
control patients undergoing the standard technique for recon-
struction.
Although this article describes an innovative way to manage
the right renal artery during complex open aortic aneurysm repair,
it does not definitively support its widespread use. Two-thirds of
BESs were deployed because of “concern for impingement” on the
orifice of the right renal artery during patch reimplantation. No
data are presented to suggest this situation is associated with an
increased incidence of right renal artery occlusion. Increased con-
cern with late degeneration in the visceral patch has led more
surgeons to move to multiple visceral anastomoses rather than
patch inclusion. The authors’ technique would not address these
concerns. It is unclear in which group of patients this technique is
likely to have a clear benefit.
A second limitation, acknowledged by the authors, is the lack
of complete follow-up. Only two patients experienced new-onset
permanent renal failure requiring dialysis postoperatively; how-
ever, only 63% of patients at 6 months and 51% of patients at 1 yearwere available for evaluation. More sensitive indicators of decline
in renal function than creatinine levels, such as estimated glomer-
ular filtration rate, were not analyzed in this study. Although renal
failure was defined as a creatinine level 1.5 mg/dL, in only 33%
of patients was a creatinine level measured 30 days after the
procedure. Of the 26 patients who had a clear indication for renal
revascularization (ie, renal artery stenosis), only 12 were available
for follow-up at 6 months and 10 at 12 months, limiting the
strength of the authors’ outcome data on postoperative renal
dysfunction.
Finally, the authors advocate a flank or thoracoabdominal
exposure for all complex aortic aneurysms, even for pararenal
aneurysms. Juxtarenal or suprarenal aneurysms comprised one-
third of the authors’ series. There is no doubt that this exposure
makes revascularization of the right renal artery more difficult than
if approached from an anterior, transabdominal exposure. Al-
though I concur that the flank approach allows superior exposure
for thoracoabdominal aortic aneurysm repair, my experience has
been that a midline, transabdominal exposure offers more than
adequate visualization and control for the treatment of juxtarenal
and suprarenal aortic aneurysms and allows for greater flexibility in
right renal artery revascularization.4,5
Patel et al have stimulated us to search for new and better
techniques for open complex aortic aneurysm repair in order to
allow this procedure to be performed with more alacrity, safety,
and effectiveness.
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